We examined adult attachment profiles, interpersonal difficulties, and treatment response in 162 women receiving interpersonal psychotherapy (IPT) for recurrent major depression. Nearly half (43%) of the women in this clinical sample reported a 'Fearful Avoidant' attachment profile in self-reports obtained upon abatement of acute depressive symptoms. As predicted, Fearful Avoidant women reported lower levels of self-esteem and more negative attitudes toward others, as compared with their Secure counterparts. These women also reported heightened interpersonal difficulties in the areas of sociability and intimacy, which remained salient both during and following the acute depressive episode. Although attachment group
yet view others as unreliable or rejecting. They find it difficult to trust or be close to others, and are often seen as defensively independent, taking a dismissing or detached attitude toward attachment relationships. Fearful Avoidant individuals hold negative views of both the self and others-they see the self as unworthy and others as rejecting or unreli able. Although Fearful Avoidant individuals desire close relationships, they find it difficult to trust and become close to others, fear interper sonal rejection and abandonment, and may be seen as socially avoidant (e.g., see Griffen & Bartholomew, 1994a) .
There is reason to believe that insecurely attached adults are particu larly vulnerable to experiencing depression. First, individuals with a Fearful Avoidant or Preoccupied attachment style are likely to have in ternalized a diffuse and dysfunctional negative view of the self. Such negative self-views are, in turn, associated with depressive features. Sec ond, internalized beliefs that others are rejecting or unreliable (such as those seen in Fearful and Dismissing Avoidant adults), may lead these individuals to interact with others in overly distancing or demanding ways (Kobak & Sceery, 1988) , thereby increasing social avoidance and interpersonal conflict, and negating the potentially positive effects of so cial support.
Consistent with this hypothesis, insecurely attached adults have been shown to report lower levels of self-esteem (Collins & Read, 1990; Feeney & Noller, 1990) , poorer interpersonal functioning in romantic re lationships (Bookwala & Zdaniuk, 1998; Collins & Read, 1990; Klohnen & Bera, 1998) , more dysfunctional affect regulation strategies (Brennan & Shaver, 1995) , and to be less likely to seek and receive emotional sup port from relationship partners when under stress (Simpson, Rholes, & Nelligan, 1992) . Further, research on nonclinical samples attests to the relationship between insecure attachment patterns and current depres sive symptoms (e.g., Carnelley, Pietromonaco, & Jaffe, 1994, Study 1; Murphy & Bates, 1997; West et al., 1998) and indicates that this relation ship is mediated, in part, by dysfunctional attitudes and low self-esteem (Roberts, Gotlib, & Kassel, 1996) . Secure attachment, on the other hand, appears to buffer psychological distress in the face of life stress (Hammen et al., 1995) . Indeed, recent data from the National Comorbidity Survey indicates that lifetime prevalence of major depres sion (as well as other psychiatric conditions) is related positively to inse cure attachment and negatively to secure attachment (Mickelson, Kessler, & Shaver, 1997 ). Yet, surprisingly little is known about the prev alence or significance of insecure adult attachment profiles in samples of clinically depressed adults.
Two distinct lines of adult attachment assessment and research are ap parent in the psychological literature. One line of research, developed by Main and colleagues, has traditionally taken a psychodynamic ap proach to measuring underlying "states of mind with respect to attach ment," that are inferred from how individuals represent their own early child-parent relationship history within a clinical interview (the Adult Attachment Interview or AAI; George, Kaplan, & Main, 1985; Main & Goldwyn, 1988) . Results from two studies using the AAI assessment ap proach suggest higher levels of an insecure attachment 'state of mind' in psychiatric patients with depression (Fonagy et al., 1996) or dysthymia (Patrick et al., 1994) as compared with nonclinical populations.
A second line of adult attachment research (and the one taken in the current study) emerged from a social/personality psychology research tradition and relies on subject self-reports of current adult attachment patterns (e.g., Hazan & Shaver, 1987; West et al., 1987) . The few studies of psychiatric patients stemming from this research tradition also sup port a relationship between depression and insecure patterns of adult at tachment. For example, Pettemetal. (1993) found that psychiatric outpa tients with higher depression scores [as assessed via self-report on the Millon Clinical Multiaxial Inventory dysthymia scale (MCMI; Millon, 1983) ] were more likely than nondepressed patients to display charac teristics of anxious attachment (such as feared loss of the attachment fig  ure) . Similarly; Camelley et al. (1994) compared 25 married women re covering from an episode of major depression and 23 nondepressed controls and found previously depressed women to report greater levels of Fearful attachment as compared with their nondepressed peers. In deed, among the three insecure attachment profiles described by Bartholomew and Horowitz (1991) , one would expect Fearful Avoidant individuals, who hold negative views of both the self and others, to be most likely to experience low self-esteem and elevated interpersonal dif ficulties, and, in turn, to be particularly vulnerable to experiencing re current episodes of depression.
Major depressive disorder strikes twice as many women as men (Kessler, McGonagle, Swartz, Blazer, & Nelson, 1993; Weissman, Bruce, Leaf, Florio, & Holzer, 1991; Wolk & Weissman, 1995) , and, for many women, represents a recurrent condition that severely impairs function ing and emotional quality of life. Patients with a history of multiple de pressive episodes are, moreover, among the most treatment-resistant. The current research was developed as a first step toward understand ing the prevalence and significance of adult attachment patterns in this particularly vulnerable clinical population: women with recurrent ma jor depression.
We developed and tested a set of hypotheses based on attachment lit erature and theory. First, we hypothesized that women with insecure at tachment styles, and, in particular, Fearful Avoidant attachment pat terns, would be at heightened risk for depression; hence, this profile should be over-represented in a clinical sample of women with recurrent major depression. Second, although depression itself is associated with both interpersonal difficulty and negative cognitive sets, we hypothe sized that depressed women with Fearful Avoidant attachment styles would report even greater interpersonal difficulty, more negative self-views, and more negative attitudes toward others-as compared with their depressed yet securely attached counterparts.
Finally, current literature and theory would suggest that adult attach ment patterns may influence the development of, and reliance on, thera peutic relationships (Dozier, 1990; Dozier & Tyrrell, 1998) , as well as one's pattern of interpersonal problems and response to psychotherapy (Horowitz et al., 1993) . Thus, we planned to examine how adult attach ment patterns would affect women's response to interpersonal psycho therapy (IPT; Klerman et al., 1984) , an empirically supported treatment for depression that focuses on the relationship between depression and current interpersonal problems (see Frank & Spanier, 1995; Weissman & Markowitz, 1994) . Given the paucity of data on this issue, we did not have a clear hypothesis about the impact of attachment on IPT response rates and instead posed this as a research question to be addressed em pirically. Specifically, how would adult attachment patterns impact women's response to IPT? On the one hand, IPT may, over time, be par ticularly effective for targeting the interpersonal issues of insecurely at tached women. On the other hand, insecure women's negative view of self/others and interpersonal difficulties may hamper the development of a trusting therapeutic alliance, thus impeding IPT treatment response. For example, women who view others as rejecting (i.e., Fearful and Dis missing Avoidants) may find it difficult to engage with their therapist, and thus may take longer to respond to IPT than their securely attached counterparts. Hence, a final goal was to examine attachment-related dif ferences in clinical response to interpersonal psychotherapy.
METHOD

PARTICIPANTS
The study sample consisted of 162 women with recurrent major depres sion, who participated in an outpatient treatment study of the prophy lactic effects of maintenance IPT (MH 49115, E. Frank, PI) . Women who entered the protocol between September 1992 and February 1998 are in cluded in the current analyses.
Inclusion Criteria. Participants were required to: (a) be in at least their second episode of major depression as determined by structured clinical interview; (b) report at least one other episode of major depression within the previous 2.5 years; (c) report a remission period between the index episode and most recent previous episode of not less than 10 weeks and not more than 130 weeks; and (d) be between the ages of 20 and 60. In addition, women had to receive a score 15 on the 17-item Hamilton Rating Scale for Depression (HRSD; Hamilton, 1960) .
Exclusion Criteria. Women were excluded if they had a lifetime diag nosis of schizophrenia, schizoaffective disorder, organic affective syn drome, unspecified functional psychosis, bipolar I disorder, or cyclothymic disorder, or if they met diagnostic criteria for borderline or antisocial personality disorder. Women with a history of alcohol or sub stance abuse/dependence within the past 2 years were also excluded. Those with significant medical illness and/or women whose index de pression episode appeared to be secondary to the effect of medically pre scribed drugs were excluded. Participants were required to be free of an tidepressant medications for a period of 2 weeks prior to study entry. Women who required inpatient treatment due to suicidal risk or psy chotic symptoms were excluded (or withdrawn) from the study and re ferred for inpatient treatment.
The first 44 patients were diagnosed with the Schedule for Affective Disorders and Schizophrenia (SADS; , and the remaining 118 patients were diagnosed with the Structured Clinical In terview for DSM-IV (SCID-I; First, Spitzer, Gibbon, & Williams, 1995) . Interviewers were bachelor and master's level nurses, social workers, or psychologists, all of whom were experienced in working with depressed patients and had been extensively trained through discussion of the di agnostic criteria, observation, and supervised administration of diag nostic interviews.
Recruitment. Participants were recruited through a combination of medical referrals, self-referrals, and public information campaigns for the treatment of recurrent depression. Of the 301 applicants who under went full clinical evaluation between September 1992 and February 1998, 200 (66.5%) entered the protocol. Reasons for exclusion or nonparticipation (n = 101) were as follows: presence of an exclusionary psychiatric disorder (34.7%); failure to meet recurrent depression crite ria (20.8%); failure to meet current depression severity criteria (17.8%); refusal to participate in the protocol (17.8%); presence of exclusionary medical criteria (3.0%); and, other reasons (5.9%). Those who entered the study were referred through a variety of channels, including mass me dia campaigns (52.9%), health care professionals (17.0%), and families, friends or employers (15.0%). For 4.3% the referral source was unknown, and 10.7% were self-referred. Of the 200 patients to enter the study pro-tocol during this time period, 162 completed attachment style question naires and are thus included in the current analyses.1 Sample Characteristics. Patients' mean age at study entry was 37.6 years (SD = 9.9, range 20-59). Of the participants, 40.7% were married, 32.7% were single, 22.8% were separated/divorced, and 3.7% were wid owed. The majority of women were Caucasian (86.4%); 8.6% were Afri can American, 1.9% were Hispanic, and 3.1% belonged to other ethnic minority groups. Patients had received an average of 14.9 years (SD = 1.9) of education. While the vast majority of participants (n = 150; 92.6%) received a primary diagnosis of major depressive disorder, recurrent, a small percent (n = 12; 7.4%) also reported a past history of at least one mi nor hypomanic episode, and thus received a primary diagnosis of bipo lar II disorder. In addition to their primary diagnosis, 44 participants (27.2%) met criteria for one or more current, comorbid diagnoses (range = 1-3), including: dysthymia (14.2%), panic disorder (4.9%), eating dis order NOS (4.3%), specific phobia (2.5%), social phobia (1.2%), obses sive-compulsive disorder (1.2%), and post-traumatic stress disorder (1.2%).
Mean duration of patients' index episode of depression was 26.5 weeks (SD = 20.7, Mdn = 20) . Although only one previous depressive ep isode was required for study entry, the average was 6.1 (SD = 5.6, Mdn = 4). Mean age at onset of the first depressive episode was 24.6 years (SD = 5.6). At study entry, patients obtained average scores of 18.5 (SD = 3.0) on the 17-item Hamilton Rating Scale for Depression, and 25.5 (SD = 7.2) on the Beck Depression Inventory (BDI; Beck & Steer, 1987) .
MEASURES
DEPRESSION MEASURES
At study entry and prior to each therapy session, women were adminis tered the Beck Depression Inventory (BDI; Beck & Steer, 1987) and 17-item Hamilton Rating Scale for Depression (HRSD; Hamilton, 1960) . The BDI is a 21-item self-report questionnaire that measures the severity of affective, cognitive, and vegetative symptoms of depression experi enced over the past week. The HRSD is a clinician-administered inter-1. A number of patients (n = 38) who were recruited for the MPRD protocol during this time period did not complete adult attachment ratings and hence are not included in the present analyses. Reasons include: missing data (n = 13); subject drop-out early in protocol (n = 9); and subject termination early in the protocol due to clinical nonresponse or deterio ration (n = 10), change in psychiatric diagnosis (n = 1), inpatient hospitalization (n = 1), or noncompliance with treatment (n = 4).
view that assesses the presence and severity of 17 symptoms of depression experienced over the past week. Trained, independent eval uators conducted HRSD assessments.
Measures o f Attachment, Cognitive and Interpersonal Functioning. At study entry, ail patients completed the Inventory of Interpersonal Prob lems (IIP; Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988; Horowitz, Rosenberg, Ureno, Kalehzan, & O'Halloran, 1989) . In order to limit the potential effect of depressive response bias, patients completed a second set of measures after they had achieved an HRSD score of less than 10, or, on average, 12.8 weeks (SD = 6.9) following study entry. 2 This set of measures included the adult attachment profile, measures re lated to women's view of the self and others, and a second IIP.
Adult Attachment Profiles. We used Bartholomew and Horowitz's Relationship Questionnaire (RQ) to assess women's predominant adult attachment styles (Bartholomew, 1990; Bartholomew & Horowitz, 1991) . The RQ consists of four brief paragraphs, describing each of the four adult attachment profiles: Secure, Dismissing Avoidant, Preoc cupied, and Fearful Avoidant patterns. Participants first rated the extent to which each prototype described them and their typical style of relat ing within emotionally close relationships, on a 5-point scale ranging from 1 (not at ail like you) to 5 (extremely like you).3 Participants then rated which of the four prototypes is "MOST like you." The RQ and simi lar categorical measures of adult attachment (i.e., Hazan & Shaver, 1987) have been widely used and have shown adequate validity as assessed with observer-based ratings of behavioral and personality characteris tics (e.g., see Klohnen & Bera, 1998) . Bartholomew and Horowitz's (1991) four adult attachment profiles are listed in the Appendix.
View o f Self. Three measures of self-concept were included. First, global self-esteem was assessed with the 10-item Rosenberg Self-Esteem Scale (Rosenberg, 1965) . This widely used instrument has demonstrated adequate reliability and validity (Robinson & Shaver, 1973; Rosenberg, 1965) , and includes such items as "I feel that I have a number of good qualities." Chronbach's alpha for this scale was .86 in the current sam ple. Second, global self-view was assessed with the 25-item Phillips Atti tudes Toward Self Scale (Phillips, 1951) , which includes items such as "I feel inferior as a person to some of my friends." Chronbach's alpha was .88 in the current sample. Third, the 5-item Fey Estimated Acceptability to Others subscale (Fey, 1955) was included to assess the degree of which patients feel liked and accepted by others (e.g., "People seem to like me"). Scores on this measure have been found to correlate positively with self-acceptance ratings (Fey, 1955) . Fey (1955) reported a split-half reliability of .89 for this scale (Fey, 1955 ). Cronbach's a was .71 in the cur rent sample.
View of Others. Two self-report measures tapping patients' view of others were included. The 20-item Acceptance of Others subscale (Fey, 1955) assesses the degree to which one likes and accepts others (e.g., "I like people I get to know"). Fey (1955) reported a split-half reliability of .90 for this scale. Cronbach's a was .74 in the current sample. Second, the degree to which patients prefer to socialize with others (e.g., "I like to be with peo ple") was assessed with the 5-item Sociability Scale (Cheek & Buss, 1981) . This measure has been shown to reflect one's preference for social affilia tion and to be distinct from measures of shyness or social discomfort (Cheek & Buss, 1981 ). Cronbach's a was .84 in the current sample. Both scales have demonstrated adequate reliability (Bartholomew & Horowitz, 1991; Fey, 1955) and have been shown to relate to dimensions of adult attachment in college samples (Bartholomew & Horowitz, 1991) .
Interpersonal Difficulties. The 127-item Inventory of Interpersonal Problems (IIP; Horowitz et al., 1988; Horowitz et al., 1989) assesses the amount of distress experienced from a variety of interpersonal problems as rated on a 5-point scale ranging from 0 (not at all) to 4 (extremely). The IIP is comprised of six scales: Hard to be assertive (21 items, e.g., "It is hard for me to say 'no' to other people"'); Hard to be sociable (18 items, e.g., "It is hard for me to feel comfortable around other people"); Hard to be intimate (12 items, e.g., "It is hard for me to feel close to other peo ple"); Hard to be submissive (10 items, e.g., "It is hard for me to do what another person wants me to do"); Too responsible (12 items, e.g., "I feel too responsible for solving other people's problems"); and Too control ling (10 items, e.g., "I try to change other people too much"). Cronbach's as in the current sample ranged from .78 to .92 across scales. The IIP has demonstrated acceptable internal consistency, test-retest reliability, va lidity, and sensitivity to change with psychotherapy (Horowitz et al., 1988; 1989) .
TREATMENT INTERPERSONAL PSYCHOTHERAPY (IPT)
The maintenance IPT protocol requires that patients are first treated with between 12 and 24 weekly individual IPT sessions until remission o f the current depressive episode is achieved. Once remission is achieved in the acute treatment phase, patients enter an 8-week treat ment continuation phase. In the present report, we examined patients' response to the acute treatment phase only.
Therapists were experienced master's or doctoral-level social workers or psychologists trained either by the original Boston-New Haven LPT group (G.L. Klerman, M.M. Weissman, B.J. Rounsaville, and E.S. Chev ron) or a certified IPT trainer who is a member of our research group (C.L. Comes). Therapists' adherence to the protocol was promoted through the use of a treatment manual and weekly supervision sessions conducted by Dr. Comes. All therapy sessions were video-or audiotaped for review in supervision sessions in which clinical issues, the integrity of treatment im plementation, and prevention of drift over time were discussed.
INDICATORS OF TREATMENT RESPONSE
We examined two indicators of treatment response: remission versus nonremission with IPT treatment and time to clinical stabilization of de pressive symptoms with IPT.
Remission vs. Nonremission with IPT treatment. Patients were classi fied as IPT remitters if they attained HRSD scores of < 7 for 3 consecutive weeks during the first 24 weeks of the acute IPT treatment. These criteria take into account both the degree of residual symptoms and duration of sustained improvement for defining clinically meaningful reduction in depressive symptoms and are comparable to other remission criteria re ported in the literature (Frank et al., 1991; Kupfer & Frank, 1987) . Pa tients who did not achieve full remission criteria within 24 weeks were declared IPT nonremitters. in addition, patients who did not display graded clinical improvement (operationalized by reductions in HRSD scores) within specified time frames throughout the protocol were de clared IPT nonremitters prior to week 24. Nonremitters were reassigned to an alternate arm of the study protocol (and started on medication treatment). Figure 1 details the clinical decision-making parameters for the present study.
Patients with attachment data who dropped out (n = 5) or were termi nated (n = 3) early in the protocol, prior to being declared either an IPT remitter or nonremitter, were categorized as nonremitters for the pur pose of the present analysis.4 In general, follow-up data for nonremitters is not included in the present report 4. Dropping these attritors from subsequent analyses does not alter reported results. Time to Stabilization. Time (in weeks) to stabilization with IPT w a s in cluded as a second outcome variable. Stabilization dates were a sse sse d via chart review, back-tracking from patients' remission date (d e fin e d above) in order to identify the date at which each patient obtained th e first (in a series of at least three) Hamilton scores < 7.
Begin weekly IPT treatment
DATA ANALYSES
Analyses of variance (ANOVAs) and chi-square tests were performed in order to explore potential attachment group differences across d e m o graphic characteristics (i.e., age, marital status, education) and c lin ic a l variables (i.e., baseline depression scores, number of past depressive e p isodes, age at onset of first depressive episode, length of index e p is o d e , parental history of psychiatric illness). Next, we tested for hypothesized attachment group differences on measures of self-view, view of o th e r s , and interpersonal difficulties. In order to decrease the likelihood of T y p e I error, conceptually related measures of women's self-view and v ie w o f others were examined using multivariate analyses of v a r ia n c e (MANOVAs). Attachment group differences across various in te rp e r sonal difficulties were examined using ANOVAs for each of the s ix II P scales and a Bonferroni adjusted familywise error rate (p = .05/6 = .0 0 8 ). In order to examine the effect of treatment on interpersonal difficulties, a series of 4 (Attachment Group) x 2 (Time) ANOVAs with repeated m e a sures on the second factor were calculated using those IIP scales th at d if ferentiated between attachment groups as the dependent v a ria b le . Tukey post-hoc tests were used to compare groups across these o u t comes. Because we hypothesized that the largest attachment group d if ferences would be apparent between the Fearful and Secure g ro u p s , these comparisons are highlighted throughout. Finally, in order to e x amine each of the attachment dimensions as continuous rather than c a t egorical constructs (see Fraley & Waller, 1998; Griffen & Bartholom ew , 1994b) , Pearson correlation coefficients were used to test associations b e tween continuous attachment ratings and self-report m easures o f self-view, view of others, and interpersonal difficulties.
IPT remission rates were compared using chi-square tests across th e four "most like me" attachment groups and Student t-tests com p arin g continuous attachment ratings between IPT remitters and nonrem itters. Next, a Kaplan-Meier survival analysis was conducted to compare th e median time to stabilization across the four "most like me" attach m en t groups. This analysis utilized all 162 subjects, censoring 75 subjects a t the time they were declared IPT nonremitters. Finally, Pearson c o r r e la tion coefficients were calculated to examine the relationship b e tw e e n continuous attachment ratings and time to stabilization for those pa tients who remitted with IPT.
RESULTS
ADULT ATTACHMENT PROFILES
When asked to rate which of the attachment profiles was "most like you/' 42.6% of the women described themselves as Fearful Avoidant (n = 69); 21.6% described themselves as Secure (n = 35); 20.4% described themselves as Preoccupied (n = 33); and 15.4% described themselves as Dismissing Avoidant (n = 25).5 Mean scores for continuous ratings of the four attachment profiles were as follows: 3.0 (SD = 1.47) for Fearful Avoidant; 2.5 (SD = 1.1) for Secure; 2.48 (SD = 1.28) for Dismissing Avoidant; 2.37 (SD = 1.36) for Preoccupied. The continuous Secure and Fearful Avoidant attachment ratings showed a moderately strong, nega tive relationship (r = -.41, p < .0001). Significant but weaker associations emerged between the Secure and Dismissing profiles (r = -.21, p < .01); Dismissing and Fearful profiles (r = .23, p < .01); and Dismissing and Pre occupied profiles (r = -.20, p < .05).
Next, we compared the four attachment groups derived from the "most like you" attachment ratings across the various demographic and clinical variables. One significant group difference emerged, such that women in the Fearful Avoidant group were more likely to report the presence of a psychiatric or substance abuse disorder in at least one par ent (85.9%), as compared to the Dismissing (76%), Preoccupied (63. 3%), and Secure (62.5%) groups, (2(3,151) = 8.9, p < .05. The four attachment groups did not differ, however, in terms of age [F(3,158 The latter finding may be due, in part, to a restricted range or threshold effect, in that all patients were re quired to meet stringent depression severity criteria for study entry.
A.
Self-Esteem Scores
ATTACHMENT GROUP DIFFERENCES ACROSS COGNITIVE AND INTERPERSONAL VARIABLES
View o f Self. A MANOVA testing for differences between the four at tachment groups on scores from the Rosenberg, Phillips, and Fey Esti mated Acceptability to Others scales yielded significant results, F(9,407) = 2.59, p < .01. Follow-up ANOVAs for each of the individual scales also yielded significant results (p's < .05). As predicted, post-hoc compari sons indicated that women in the Secure group reported a more positive self-view across all three self-report measures (p's < .05), as compared with women in the Fearful Avoidant group. Additional group differ ences were obtained for the Fey scale only. Specifically, women in the Se cure group were more likely than women in the Preoccupied group to report feeling liked and accepted by others, while women in the Dis missing group were more likely than women in the Fearful group to re port feeling liked and accepted by others. See Figure 2a for a representa tive example of group differences on the Rosenberg Self-Esteem scale.
As expected, high Secure attachment ratings were correlated with positive self-views, while high Fearful ratings were related to negative self-views. See Table 1 . In line with existing research, high Preoccupied ratings were also related to negative self-views. Notably, however, Dis missing Avoidant attachment scale ratings were unrelated to the three measures of self-view or self-esteem.
View of Others. A MANOVA testing for group differences on the Fey Acceptance of Others scale and Cheek's Sociability scale yielded signifi cant results, F(6,288) = 7.11, p < .0001. Follow-up ANOVAs for each of the individual scales were also significant (p's < .01). As predicted, post-hoc comparison indicated that women in the Secure group were more likely to report liking and accepting others and greater levels of sociability, as compared with women in the Fearful group (p < .01). In addition, women in the Preoccupied group were more likely than women in the Fearful Avoidant group to report liking and accepting others, and they reported greater levels of sociability than women in the Fearful Avoidant and Dismissing Avoidant groups. See Figure 2b for a repre sentative example of group differences on the Fey Acceptance of Others scale.
As expected, high Secure attachment ratings were associated with high levels of sociability, while high Fearful Avoidant ratings were asso ciated with less sociability. Also in line with existing research, high Pre occupied attachment ratings were associated with high levels of socia bility, while high Dismissing Avoidant ratings were associated with less sociability. See Table 1 . In addition, high Fearful Avoidant and Dis missing Avoidant ratings were associated with a diminished tendency to like and accept others. No significant associations emerged, however, between the Fey scale and continuous Secure and Preoccupied attach ment ratings. See Table 1 .
Interpersonal Difficulties. ANOVA results showed "most like you" attachment group differences that reached statistical significance at the Bonferonni adjusted p value of .008 for two of the six IIP scales: Hard to Figure 3 for a representation of IIP Hard to be sociable findings.
As predicted, high Fearful Avoidant attachment ratings were associ ated with greater interpersonal difficulties with sociability and inti macy, while high Secure attachment ratings were associated with fewer difficulties with sociability and intimacy. High Dismissing and Preoc cupied attachment ratings were also associated with greater difficulties with sociability. See Table 1. TREATMENT RESPONSE Remission vs. Nonremission with IPT Treatment. Eighty-seven women (53.7% of those entering treatment) achieved depression remission within 24 weeks of IPT. The proportion of IPT remitters vs. nonremitters did not differ significantly across the four ('most like you') attachment groups, (23 6. Attachment group differences on the IIP Hard to be assertive [F(3,157) = 3.27,p = .02] and Too responsible [F(3,157) = 3.41, p = .02] subscales approached significance, while out comes on the Hard to be submissive [F(3,157) = 1.5, p < .20] and Too controlling [F(3,157) = 2.11, p < .10] subscales did not. Although reported analyses represent attachment group differences on the IIP completed at partial symptom remission (HRSD < 10); the pattern of group differences across the IIP subscales is nearly identical to those obtained at study en try. 70; and Fearful, t[155.7] = .75, p = .45).
Difficulties with Sociability
Time to Stabilization with IPT.
Kaplan-Meier survival analysis (uti lizing all 162 subjects and censoring nonremitters) failed to show sig nificant differences on time to clinical stabilization across the four ('most like me') attachment categories (Wilcoxon test = 1.41, p = .70), with median time to stabilization across the groups as follows: Secure, 13 weeks; Fearful, 14.9 weeks; Preoccupied, 14.1 weeks; Dismissing, 15.6 weeks.
However, among subjects who remitted with IPT treatment (n = 87), high Fearful Avoidant attachment ratings were associated with a longer time to stabilization (r = .32, p < .01). In addition, high Secure attachment ratings were associated with a trend toward a shorter time to stabiliza tion (r = -.19, p < .08). Neither the Dismissing nor Preoccupied attach ment ratings were correlated with time to stabilization (p's > .30).
DISCUSSION
Surprisingly little research has examined the distribution of adult attach ment profiles within well-defined psychiatric populations. We investi gated self-reported attachment styles, as well as attachment-relevant cognitive and interpersonal patterns in a large sample of women with re current major depression. Similar to Carnelley et al.'s (1994) preliminary data on 25 married women recovering from a depressive episode, a large proportion (43%) of women in our sample described themselves as hold ing a Fearful Avoidant attachment style. In contrast, only 22% of our clini cal sample described themselves as having a Secure attachment style. These findings stand in contrast to those obtained in nonclinical mid dle-aged samples, where approximately 60% described themselves as se curely attached, whereas only 25% (or less) described themselves as avoidant (which may represent either Fearful or Dismissing Avoidant at tachment styles; see Mickelson et al., 1997) .
Consistent with the hypothesis that Fearful Avoidant individuals view the self as unworthy and others as rejecting, Fearful Avoidant women in our sample reported a more negative self-view, more nega tive attitudes toward others, and greater problems socializing with other people-particularly as compared with their similarly depressed yet securely attached counterparts. Fearful Avoidant women also re ported greater interpersonal difficulties with sociability and intimacy than did securely attached women, and these differences were apparent both during and following the acute depressive episode. These results provide preliminary evidence for the stability of these individual differ ences in interpersonal functioning in women with recurrent major de pression. Although attachment style was assessed following the acute depressive episode, it was able to reliably distinguish differences in in terpersonal functioning apparent across the groups approximately 12 weeks earlier, when all patients were severely depressed, Although these distinctive psychological and interpersonal dimensions of adult attachment are well established within nonclinical populations, this data is, to our knowledge, among the first to demonstrate these proper ties within a large and well-defined psychiatric population.
It is noteworthy that the Relationship Questionnaire (RQ), a brief mea sure of adult attachment, was powerful enough to detect cognitive and interpersonal differences even within this homogeneously severe clini cal population. As would be expected in individuals with depression, women in our sample reported, on average, relatively low levels of self-esteem and elevated levels of interpersonal difficulty. For example, average IIP scores in the present sample were similar to those in Horowitz et al.'s (1988) sample of outpatients awaiting treatment. Yet, even in this generally low-functioning sample, adult attachment profiles were able to distinguish between the somewhat better interpersonal functioning of the Secure patients, versus the more extreme interper sonal difficulties reported by the Fearful Avoidant patients (see Figure  3) .
Visual inspection of Figures 2a and 2b indicates that the ordering of at tachment group means across measures of self-and other-view is gener ally consistent with attachment theory. First, Fearful Avoidant and Pre occupied individuals have been theorized to hold a negative view of self. Consistent with this hypothesis, these groups appear to report more negative self-views than their Secure and Dismissing counterparts. Post-hoc group comparisons within these categorical analyses, how ever, found only the Secure versus Fearful group comparisons to consis tently reach significance. Similarly, the strongest and most consistent as sociations obtained in the continuous or dimensional attachment analyses support the relationship between a Secure attachment orienta tion and positive self-view, and between a Fearful attachment orienta tion and negative self-view. See Table 1 . The expected relationship be tween a Preoccupied attachment orientation and negative self-view was also obtained. However, no relationships emerged between Dismissing Avoidant attachment ratings and subject reports of self-esteem or self-view. Thus, contrary to findings in nonpsychiatric populations, a Dismissing attachment orientation may not be associated with a more positive view of oneself among individuals with a history of recurrent depressive episodes.
Second, Fearful Avoidant and Dismissing Avoidant individuals have been theorized to hold a negative view of others. Consistent with this hy pothesis, categorical analyses showed women in the Fearful and Dis missing attachment groups to report less liking and acceptance of others and lower levels of sociability then their Secure and Preoccupied coun terparts. Again, however, this relationship was most striking and consis tent when comparing the Fearful Avoidant and Secure attachment groups (see Figure 2b , Table 1) .
Notably, Fearful Avoidant women's negative self-views and height ened interpersonal difficulties could not be explained by differences in demographic or clinical characteristics across attachment groups. In deed, the only variable that differentiated attachment groups was pa rental psychiatric history, with Fearful Avoidant women being most likely to report psychiatric or substance abuse disorder in at least one parent. This finding should be interpreted with caution, because it is based on patient report and because a correction for Type I error was not applied for these exploratory analyses. Nonetheless, the possibility that Fearful Avoidant individuals are more likely to grow up in less stable family environments, or that they carry a stronger genetically linked vulnerability (such as, for example, social or behavioral inhibition, see Kagan, 1997) , is worthy of future examination.
Findings regarding the role of adult attachment on remission versus nonremission with IPT treatment were more variable. Contrary to our expectation, there were no significant group differences in IPT remission rates. Moreover, a survival analysis conducted to compare the median time to stabilization across the four attachment groups also failed to reach significance. Notably, however, this analysis utilized data from all subjects, censoring IPT nonremitters (46% of the sample) at the point at which they were declared nonremitters and removed from the IPT treat ment arm. Interestingly, however, an inspection of data for those pa tients who did remit with IPT (n = 87) showed a trend for securely at tached women to respond faster to IPT (8.5 weeks) than Fearful Avoidant women (13 weeks).7 Similarly, when we relied on the greater variance afforded by the continuous attachment profile scores, a signifi cant relationship was obtained between Fearful Avoidant attachment ratings and time to stabilization among IPT remitters.
Hence, it would appear that among IPT remitters, having a Fearful Avoidant attachment style interfered with a timely IPT treatment re sponse. Why might this be the case? The concept of 'therapeutic alliance' has been defined "narrowly as the patient's active collaboration" (Frieswyk, Colson, & Allen, 1984, p. 460) , but also "the extent to which the patient makes active use of the treatment as a resource for constructive change" (Frieswyk et al., 1986, p. 36) . One hypothesis is that Fearful Avoidant patients-who view the self as unlovable and others as unreli able, and, thus, experience heightened discomfort with social interac tion-took longer to develop a trusting therapeutic alliance, which, in turn, delayed the onset of an observable treatment response. Unfortu nately, we were unable to test this hypothesis directly because the current study did not include a specific measure of therapeutic alliance. Further examination of the role of adult attachment patterns on the development of therapeutic alliance would, however, represent an important area for future research (e.g., see Dozier, 1990; Dozier & Tyrrell, 1998) .
In the present study, women who did not show a positive response to IPT alone within a relatively short time frame (e.g., 33% reduction in HRSD scores by 8 weeks, 50% reduction by 12 weeks, full stabilization 7. These figures were obtained from IPT remitters only (n = 87), and hence differ from those presented as part of the survival analysis that incorporated information from all 162 sub jects, censoring data from nonremitters at the point at which they were withdrawn from the study.
by 24 weeks; see Figure 1 ) were designated as IPT nonremitters and re assigned to an alternate treatment (i.e., adjunctive medication). Al though this represents good clinical practice, it is also likely to lead to a truncation of variance in treatment outcomes. A stronger test of the role of attachment on time to stabilization with IPT would require a study design that allowed patients to continue in IPT alone for longer periods of time prior to withdrawal due to nonremission. Hence, given the protocol constraints, we believe that the present findings are note worthy.
Limitations of the current study include the fact that adult attach ment styles were assessed at only one time point, following an initial abatement (HRSD < 10) of patients' acute depressive symptoms. An advantage of this assessment strategy is the minimization of potential depressive response bias that may have been apparent had we ob tained attachment ratings while patients were acutely depressed. In deed, for some patients (n = 38), this level of mood elevation (and thus questionnaire completion) occurred only after being declared an IPT nonremitter, and initiation of adjunctive medication treatment. Thus, depression scores obtained at the point at which patients completed questionnaires (HRSD < 10) did not differ between attachment groups and should not have influenced the current results. Neverthe less, the current protocol did not allow us to determine what percent age of women may have described themselves as insecurely attached during the acute depressive episode-yet who described themselves as securely attached following acute symptom remission. An accu rate determination of such unstable attachment reports may be par ticularly important in view of research regarding the clinical signifi cance of attachment style change as an individual difference variable (e.g., see Davila, Burge, & Hammen, 1997) . Future research designed to test the stability of self-reported attachment styles during, and at repeated intervals following, acute psychiatric episodes would be in formative.
A second potential limitation of the current study includes the use of an attachment assessment strategy that relied upon patient self-report rather than clinician assessment (of, for example, AAI interview materi als) and/or other reports. Clearly, self-reported attachment instruments hold an advantage over the AAI in terms of ease-of-administration; however, they may be criticized for their assumed susceptibility to self-report bias and/or the fact that shared method variance may inflate relationships between attachment and alternate self-reported psycho logical and interpersonal variables. Nevertheless, self-report measures of adult attachment have been validated repeatedly in studies differenti ating identified attachment groups across relevant personality and be havior indicators (Klohnen & Bera, 1998) , relationship functioning (Bookwala & Zdaniuk, 1998; Collins & Read, 1990) , and responses to multiple life stressors (Cozzarelli, Sumer, & Major, 1998; Hammen et al., 1995; Mikulincer, Florian, & Weller, 1993) . Hence, the profile approach to attachment assessment we used was, at the outset of the study, the most well-validated yet practical assessment tool available. Notably, however, newly developed multi-item attachment scales (e.g., Brennan, Clark, & Shaver, 1998; Collins & Read, 1990; Simpson, Rholes & Nelligan, 1992 ) may capture greater variability across adult attachment dimensions and may thus represent more powerful self-report assess ment tools.
Thus, future studies examining adult attachment patterns within well-defined psychiatric samples that utilize and compare multiple adult attachment assessment strategies (such as self-reported attach ment patterns and the A Al) would be helpful. Further research examin ing the influence on adult attachment of other types of therapeutic ap proaches, such as cognitive behavioral therapy, behavioral marital therapy, or social skills or assertiveness training, would also be informa tive. Finally, studies testing the influence of insecure attachment profiles on well-specified and operationalized process variables (such as 'thera peutic alliance') in treatment outcome studies would represent an im portant next step in this line of research.
CONCLUSIONS
The current report examined the prevalence and significance of adult at tachment patterns in a sample of 162 women with recurrent major de pression. Results indicate that 43% of this clinical population described themselves as Fearful Avoidant in their adult attachment relationships (as compared to 22% Secure, 20% Preoccupied, and 15% Dismissing). As predicted, Fearful Avoidant women reported a more negative view of self, more negative attitudes toward others, and heightened interper sonal difficulties with sociability and intimacy-particularly when com pared with their similarly depressed yet securely attached counterparts. Although attachment group categorization did not distinguish between IPT remitters versus nonremitters, a positive association was obtained between Fearful Avoidant attachment ratings and time to clinical stabili zation in IPT remitters. These results support the validity of attachment style assessment within well-defined clinical samples and highlight the need for future research to study the etiology and clinical implications of attachment-relevant vulnerabilities within psychiatric samples.
